Unilateral laterothoracic exanthem (ULE), or asymmetric periflexural exanthem of childhood (APEC), is an uncommon skin eruption that usually occurs in childhood, with unilateral distribution and self limiting course. The etiology of ULE is unknown, but viral cause is suspected. We report a case of ULE in a 4-year-old girl, that was associated with parvo virus B19 infection, and a brief selected literature review. The patient presented with unilateral maculopapular rash on the left side of the body which was asymptomatic and resolved spontaneously within 5 weeks. The clinical diagnosis of ULE may be precise, ruling out a broad spectrum of differential diagnosis, and prevent unnecessary examinations, whereas the patient is informed about the benign self-limiting nature of ULE.
Introduction
Unilateral laterothoracic exanthem (ULE), also known as asymmetric periflexural exanthem of childhood (APEC), is a distinctive selflimiting skin eruption, with unknown etiology, that most commonly occurs in children (1, 2) .
ULE manifests as a macular or papular rash, that typically develops unilaterally on the skin within or around the axilla, less often in the groin area, and spreads along the same side of the trunk and the corresponding arm or leg (1, 2 -5) . Rarely, the rash progresses bilaterally with an asymmetric predominance (1 -3, 6) . The exanthem tends to resolve spontaneosly within 3 -6 weeks (1 -3, 5, 6). Most of the affected patients are otherwise healthy. Histopathological features are rather nonspecific, although skin biopsies were not frequently performed. Perivascular lymphocytic infiltrates tend to cluster around the dermal blood vessels or eccrine ducts, but mild exocytosis and spongiosis in the epidermis are noted as well (1, 6) . The cause of ULE is unknown, but viral etiology is suspected (1, 2, 4, 6 -8) .
Case report
A four-year-old girl was admitted to our Dermatology Department with a 10-day history of unilateral skin eruptions affecting the left side of her body. The exanthem had begun under her left axilla, and spread centrifugally along the left thoracic wall to the left side of the abdomen and the left arm and leg. The rash was asymptomatic, and there were no constitutional symptoms. Her previous medical hystory was unremarkable. A short course of topical corticosteroid cream (mometasone 0.1%) produced no improvement. Dermatological examination revealed numerous coalescing, small erythematous papules on the left side of the trunk ( Basic laboratory results (blood count, liver enzymes, C-reactive protein) were normal. Serological tests for Epstein-Barr virus, cytomegalovirus, hepatitis B and C viruses were negative. However, parvovirus B19 serology showed raised IgM and negative IgG titres, indicating a recent infection. Further follow up of parvovirus B19 titer dynamics was not performed. The girl was treated symptomatically with a topical emolient cream, and the lesions resolved in 5 weeks.
Disscusion
We report a 4-year-old girl with ULE that followed a typical clinical course, associated with parvovirus B19 infection, suggesting that this virus was a possible etiologic factor. ULE is an uncommon disease which mostly affects children between one and five years of age. The eruptions usually start in the axilla, like in our case (1, 2, 5, 6, 8) . The clinical course of the rash had two phases. The exanthem first began as a centrifugal periflexural spread during the initial 8 days, followed by more widespread skin eruptions (1). Although both sides of the body are affected in 70% of cases, almost all have a unilateral predominance (1, 2, 6, 8) . Spontaneous regression of exanthem occurs between the third and sixth week, as in our patient (1, 2, 5, 6) . Pruritus and mild local lymphadenopathy is seen in about 50% patients (1, 2, 5, 8) .
The etiology of ULE is unknown, although viral cause has been suggested in a number of cases (4, 6 -13) . Association with adenovirus, parainfluenza virus, parvovirus B19, human herpes virus 6 and 7, and Epstein-Barr virus has been reported in ULE (4, 7, 9 -13). The virus most commonly associated with ULE was parvovirus B19, like in our case (10 -12) . ULE is more frequent in the winter and spring (1, 2, 5 -8). However, interhuman transmission was not clearly documented (8) . In a microbiological case-control study, Coustou et al. were not able to point to a specific virus or bacteria (14) .
Several authors recently proposed a term 'superimposed lateralized exanthem of child- hood' (SLEC), instead of ULE or APEC. They considered that both terms were innaccurate, as they do not fully match the clinical features of exanthem (4, 15, 16) . The exanthem usually presents in childhood, but there are several reports of adult cases of ULE (10, 12, 17 -19) . The skin eruptions do not always remain unilateral, and they are mostly followed by the appearance of less pronounced bilateral lesions or may affect, at least primarily, the groin area and the legs (6, 8, 16 ). Happle hypothesized that strict lateralized involvement can be explained by a postzygotic mutation at an early stage of embryogenesis that may have changed the cutaneous epitopes on one side of the body, causing an altered responsiveness of the skin to various infectious agents (15) . In most cases, the subsequent bilateral involvement reflects a less severe reactivity of the contralateral keratinocytes, with a less pronounced polygenic predisposition to develop an inflammatory rash (4). According to this concept, some authors consider SLEC as the most suitable term for this condition (4, 15, 16) . The proposed mechanism is consistent with the assumption of an infectious etiology of SLEC (4). In our patient, serological findings indicated a recent parvovirus B19 infection, suggesting a causal relation. Many authors have supposed a viral trigger because of the children's age, frequent association of upper respiratory tract or digestive prodromes, serologic findings, spontaneous resolution in a few weeks, and seasonal fluctuations in incidence (1, 6, 8, 11) . Duarte et al. considered a relationship to infections with adenovirus, parainfluenza virus 2 or 3, parvovirus B19, human herpes virus 6 or 7, and Epstein-Barr virus (7) .
Differential diagnosis of ULE includes contact dermatitis, nonspecific viral exanthems, atypical pityriasis rosea, drug-related eruptions, miliaria, scarlet fever, GianottiCrosti syndrome, superficial fungal infections and scabies (2, 5, 6 ). The diagnosis is clinical, and laboratory investigations and biopsy are generally not required (5) .
This uncommon exanthem is self-limiting and usually resolves in three to six weeks with no sequelae (1 -3, 5, 6, 8) . The treatment is symptomatic including emollients and antihistamines for pruritus.
Conclusion
The diagnosis of ULE is based on characteristic clinical findings, and patients should be informed about the benign nature and selflimiting course of this disease. Awareness of these conditions is required in order to prevent unnecessary examinations.
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